MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH LR2-0O0R
ODEPARTMENT OF PURBLIC HEALTH AND uELFﬁ? ' ,5-_ _ / bgm ng:zg)og
PO NOT WRITE AMENDED Reguslraha! ?hmn No. Primary Registration District No. “;_-;___;laglsmr‘s No. _z. _______
On Tis ST 1. PLACE OF DEATH 2. USUAL I.ESIDEI-!CE (Where deceased lived. If institution: Residence before

VS 300 a. COUNTY Lincoln . a STATE Mo, b.couNty [ incoln  sdmision
Rev. 4/59 5. CITY (I¥ outvide corporate Tmis, Oiva TOWNSHIP only) Length of stay in 16 << Tnside Limifs
R
TOWN  Bgdford Town 1TOY Yos  No [
& FULL NAME OF (If NOT in hospital, give location) Inside Limits d, STREET Hf cutside, give |ocation) Reside on Farm
HOSPITAL OR ADDRESS 11 aligy 61
INSTTIUTION - T.incoln Lo, Mem, Hosgis=0O No[X y Yes O No I

w570 |
570

DATE AMENDED

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yoar

3
{Type or print) OF
James Porter oAt Februsary 16 - 63
4 o 5. SEX 6. 'COLOR OR RACE 7. Married ] Never Married [ {8. DATE OF BI2TH | 9- AGE {fast birthday) | IF UNDER | YEAR IF UNDER 24 HR
_5 z Male . White Widowad (X Diverced O ]| 1 ._2“__7 8 ng— ‘Momhs l Days | Hours | Min.
6
7

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY] 13. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)
C1 e rk

Lincoln County 4 us

USBAND OR WIFE

Jashi on P > Elizsbeth Kizer Floy Thurmen_ Forter
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
(Yas, no, or unknown)l (\f yes, give war or dates of serv Arl e
na Owen Troy, Mo
Is CAUSE OF DEATH (Enter only wne cause per line * INTE;VAI. BETWEEN

PART |. DEATH WAS CAUSED BY: J J 2 a 4| onseT AND DeaTH
IMMEDIATE CAUSE {a) (M!M : ( Ao CA-UQW
. ‘ ; )
Conditions, if any, DUE TO (b} s Q—‘&d e

which gave rise to
above cause (a),
stating the under-
lying couse last. DUE TO (c} Pt

~ PART II. QTHER SIGNIFICANT CONDITIOI'\:S) C@NTRIBUTING TO DEA‘I’P@A not releted to the terminal PART 1II. I'; decessed was female was

13a. FATHER'S NAME - 13k, MOTHER'S MAIDEN NAME 14. NAME QF

DOCUMENT

diseasa condition given in PART I ere a pregnancy in last 90 days.,

ID Yes [ {0 No LI:] Urknown

T6. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE Z0b. DESCRIBE HOW. INJURY. OCCURRED, (Enter nature of injury in PART | or PART Il of item 18.}
_PERFORMED? 0 a m] :
Yes O nNOf :

20 TIME OF _Houb Month, Day, Year |
INJURY am.

[7:]
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20d. INJURY-OCCURRED 20e. PLACE OF INJURY (#.9., in or about homa, | 20f. CITY, TOWN, OR LOCATION COUNTY ' STATE
WHILE AT WORK ] 4 farm, factory, strest, office bldg.,-eic) '
NOT WHILE AT WORK (J

- £
. | attended the de'ceasad fron%i #{ nd last saw - l\:rni alive oM_——
. ath occurred at .a'l; n the date stated above, and to the best of my knowlodgn, from the causes stated:
A7 - d or. title) 22b. ADDRESS
ﬁn—-—‘
S4 % 3 EoY Yo

23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or tounty)

Rl T ’ 2-18-63 Troy {1 fg_*Cﬂm_e_t_e_r%L_ Tro Missouri:
4. FUNERAL DIRECTOR ADDRESS T DATE RECD. BY LOCAL REG. | 26, STRA
Joseph 3. Hersh _ TRoY, Ma. |2/ B~ 1 943 '

(I.ICQnsnd Embalmer‘s Statement on Reverss Slde}

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER
.. . N

1 hereby certify that the body whose name_is recorded on the reverse side of this certificate was embalmed by me,

or by

working under my personal supervision.

Student . Signed Y,

Signature-of Student Embalmer __ by
. 7
Licensed Embalmer No.fa V

~

Note: The above MUST BE SIGNED BY:THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalﬁngd by » STUDENT, he aiso shall sign in his OWN handwriting:

if this body is not embaimed, fact should be so stated above. R




